THE two points in connexion with advanced cases of chronic nephritis to which I desire to call your attention are: (1) The total absence of albuminuria in a fair percentage of these cases; (2) the value of Ambard's constant for ascertaining the real condition of the functional activity of the renal paren-*chyma, and indirectly, the extent of pathological change present in the kidneys.
Two Points in connexion with Chronic Nephritis.
By CHARLES GREENE CUMSTON, M.D. (Geneva, Switzerland.) THE two points in connexion with advanced cases of chronic nephritis to which I desire to call your attention are: (1) The total absence of albuminuria in a fair percentage of these cases;
(2) the value of Ambard's constant for ascertaining the real condition of the functional activity of the renal paren-*chyma, and indirectly, the extent of pathological change present in the kidneys.
In non-azotwmic patients one frequently meets with a permanent increase -of the constant and, as Ambard has shown, nephritides presenting a functional renal inferiority of 80 per cent. may occasionally remain unrecognized. Although the constant may not give any indication as to the exact duration of the renal morbid process, it is at least an excellent index as far as the intensity of the nephritis is concerned.
Ambard's comparative tables reveal the fact that a constant of 0 07 corresponds to normal renal functioning, while a constant of 0x08 indicates a 24 per cent. loss of renal activity, a constant of 0 09 to 40 per cent.; 0'10 to 51 per cent.; 0 11 to 60 per cent.; 0x12 to 66 per cent.; 0'13 to 70 per cent., and 0'14 to 75 per cent.
FORMULA OF AMBARD'S CONSTANT. Ur V/D. 70. C = K = Constant = 0 06 -008. p. Ur = Blood urea per 1,000 c.c. D = Twenty-four-hour total of urea in the urine. C = Urea concentration in urine in grammes per 1,000 c.c. p = Body-weight of patient, calculated according to an average weight of 70 kgr.
In the cases studied-fifteen in all-the constant was estimated several times at intervals of a week or ten days, in order to avoid erroneous conclusions arising from a possible acute outburst of the chronic renal process, with the result that the constant was invariably found above normal, varying from 0 09 to 0'12.
In conjunction with the estimate of the constant the phenol-sulphonephthalein test was used. I am not, however, averse to the methylene blue test and resort to it frequently. The following brief outline of two case histories will serve to illustrate the object of this short note: Case I.-Patient, aged 56. Prostatic hypertrophy. Nothing worthy of note in the pathological antecedents until five years before coming under observation he began to suffer from constant severe headache. During the past eighteen months has had occasional attacks of vertigo, also cramps in the calves of the legs and some nausea. Slight exertion dyspncea. Somnolence after meals.
Examination: Fairly corpulent man with very ruddy complexion. Liver The loss of functional activity being thus estimated at about 49 per cent., prostatectomy was done several weeks later after medical treatment, which reduced the blood-pressure and polyuria and increased the phthalein elimination to 52 per cent. In normal subjects the elimination varies between 56 per cent. and 63 per cent. in one hour and ten minutes, hence in this patient the operative risk was not too great. Recovery slow, but without untoward complications.
In practice it is not uncommon to encounter certain types of patients whose clinical history offers very different symptoms, but symptoms which one should be able, after a careful clinical study of the case, to attribute to their true cause, namely, chronic nephritis. These subjects usually are more or less plethoric and look in perfect health.
At times these patients complain of headache, which is increased by the recumbent position and is uninfluenced by the use of sedatives. At other times visual or auditory disturbances are marked, and very frequently attacks of vertigo of the M6ni6re type occur. The phenomenon of the numb finger is common-an important minor symptom-likewise occasional paroxysms of painful palpitations. But what is particularly striking is the high bloodpressure, the Mx sometimes attaining 20 to 22, MN remaining normal or nearly so, and this should call our attention to the kidney.
Fairly frequently there is some polyuria and pollakiuria, but repeated analyses of the twenty-four-hour urine or fractional analysis will fail to reveal the slightest trace of albumin. Dieulafoy maintained that albuminuria is not a constant symptom of chronic urtumigenous nephritides, and Weill, out of a total of 124 cases of azotemia, found albumin absent in ten, otherwise 8 per cent. of the cases.
Other clinicians have made the same remark. For example, Dr. Thomas D. Lister in his book, " Medical Examination for Life Insurance," London, 1921, p. 61, says that " a history of nephritis, even if the urine be found free from albumin, may have left after-effects. A high blood-pressure or a hypertrophied heart may be found." This statement is sound, but, unfortunately, it would appear that Dr. Lister relies on Esbach's picric-citric acid test for detecting albumin. Unquestionably, this test is excellent for routine work, but it will not reveal minute traces of albumin, hence it should be discarded where absolute precision is required.
And again, where exactitude in the measurement of the blood-pressure is essential, I would say that in my opinion, there are only two really reliable instruments on the market, namely, Pachon's and Vaquez's sphygmometers. An instrument giving only the Mx pressure is valueless, as the true condition of the blood-pressure can only be determined by both the Mx and MN. One should always specify which of the instruments has been employed for taking the pressure. Whereas Vaquez's and Pachon's sphygmometers each give the normal MN, varying between 7 and 10, the normal Mx of Vaquez is 13, that of Pachon, 17.
My opinion is that analysis of the total twenty-four-hour urine often may be misleading and that small amounts of albumin voided at some time during the day may be undetected; therefore, fractional analysis has been carried out in all my cases in order to be able to affirm that no trace of albumin was at any time present. It is a well known fact that during the evolution of chronic uraemigenous nephritis an intermittent albuminuria may develop from various causes-cyclical, digestive or orthostatic albuminurias-so that its presence should be searched for by the fractional method, as follows:
The patient is given two meals, one at noon, the second at 7 p.m. consistof a mixed diet. The patient voids his urine at 7 a.m., and this urine is thrown away. Five sterile glass jars are used for collecting the twenty-fourhour urine. The first collects the urine voided from 7 a.m. to noon; the second from noon to 4 p.m.; the third from 4 p.m. to 7 p.m.; the fourth from 7 p.m. to 10 p.m., while the fifth collects from 10 p.m. to 7 a.m. inclusive.
By this fractional analysis we have found that very frequently chronic uraemigenous nephritides evolute without ever presenting the slightest trace of albumin, and that the number of cases of this clinical type is much higher than is generally suspected. I look upon this as a most important notion, because the absence of albumin should not lead one to eliminate the diagnosis of a renal lesion, especially at the onset of the evolution of nephritis-a phase during which the symptoms presented by the patient give no distinct clue to the diagnosis, because this phase being that of compensation, does not give rise to any pathognomonic sign. The examination is completed by estimating the percentage of urea in the blood, and the phenol-sulphone-phthalein elimination. A comparison of these three diagnostic procedures will enable us to affirm that the case is one of chronic urwmigenous nephritis-perhaps very advanced-evoluting without albuminuria. oSxoI wx ;'o In surgical work many patients give no history of any serious medical affection. They have always been well, and no serious disease or chronic infectious process will be found in their antecedents. The classical analysis of the urine is made and no trace of albumin found, with the result that the functional activity of the kidneys is assumed to be intact.
No one more than the surgeon has need of detecting latent ureemia, a condition that can only be discovered by estimating the percentage of urea in the blood, the use of Ambard's ureo-secretory constant and the time elimination of phthalein or methylene blue. If these tests be carried out the most serious surgical catastrophes can be avoided.
In conclusion, I would say that it is essential to submit all surgical cases to thorough clinical examination when the patient's condition does not require urgent interference; and that the absence of albumin from the urine is no proof of renal integrity.
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Specimen shown by FRANK KIDD, M.Ch.
PATIENT, a male, aged 21, of foreign extraction, was brought to me on June 2, 1923, with a story that for the last three months he had noticed greatly increased frequency of micturition, accompanied by severe pain and hnmaturia. He had been cystoscoped in a provincial town, and told he had a growth which must be cut without a moment's delay. He came up to town to take a further opinion before deciding on such a serious step.
On examination I found that his urine contained a large quantity of pus. A catheter was passed and the bladder washed clear, but it would only hold 4 oz. of lotion. On inspecting the interior of the bladder with the cystoscope I could see a stone of moderate size lying on the floor of the bladder and evidence of a moderate cystitis. There was no sign of growth or tuberculosis. I took an X-ray picture, which I exhibit. This displays the stone, the centre of which is translucent and surrounded by an outer ring of opaque substance. I expressed the opinion that the shadow was a very peculiar one and advised litholapaxy, which was performed on June 5. On catching the stone I found that it crumbled in a very curious manner, which puzzled me, and I experienced unusual difficulty in sucking the fragments out of the bladder. Finally I got the bladder empty of fragments and confirmed this by cystoscopic examination. Upon my examining the fragments I noticed that they consisted largely of a wax-like substance looking like candle grease and that there was only a small quantity of chalky or gritty matter, which consisted of calcium phosphate.
The next day I challenged the patient and asked him to account for the presence of candle grease in his bladder. He then informed me that he placed it there on the advice of a friend and had since not told anyone about it. He had suffered from frequent nocturnal emissions. His friend told him that an unfailing cure was to melt candle grease, work it up into a rod shape and insert it into the urethra. The result was not so happy as he had confidently expected.
When he was last heard of his cystitis had cleared up and he felt quite well again.
